Initiated: MILWAUKEE COUNTY EM Approved by: Ronald Pirrallo, MD, MH

Reviewed/revised: MEDICAL PROTOCOL | Signature:

Revision: CHIEF COMPLAINT Page 1 of 1

History Signs/Symptoms Working Assessment

Not inclusive or exclusive Not inclusive or exclusive What the patient {

Things to listen fbat may lead y( Signs and/or symptoms to o  of the physical finditead you to
toward a specific working for that may lead you towal believe the patient needs to be trea
assessment a specific working assessn| for

Treatment Algorithm

1st Responds
4 BLS or ALS

(9 D)

No

—_—_— e e ——_—

Notes:

e Important points to keep in mind when treating patients with the specific working assessment.
o Defibrillation energies are documemietitsls monophasenergy waveform and number of joules
administered ###= biphasic energy waveform and number of joules administered
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Initiated: 9/92 MILWAUKEE COUNTY EN

Reviewed/revised: 10/1(

Revision: 3

r——————— |
|

Direct laryngoscapy

Administer 1 cycle C

—_— e —_ — — =

r
I

———_ ___
Attempt to remO\I(e i
I with Magill forceps | 5 back blows

Approved by: Ronald Pirrallo, MD,

MEDICAL PROTOCOL

Signature:

AIRWAY OBSTRUCTION

Page 1 of 1

No

Yes

5 chest thrusts

4

Patient conscious?

Yes

Able to speak Support efforts,
: ) Yed .
effective coughing? monitor
No | Transport |
S

No

‘ Abdominal thrus*s

4

Administer
cycle CPR

Repeat until airway cleared ¢iRepeat until airway cleared or
patient loses consciousngss patient loses consciousngess

|r Direct Iaryngoscqlpy Ye

e

Yes—

Consider ET intubalion Reassess breath

No
sounds v Yes
A ..
L Continue/ i Administer 1 L
| ________
:_ BLS | resume CPR | Administer ox elen cycle CPR Repeat back blow
I yo I P——— _¢_ - chest/abdominal
ALS T I T | Direct laryngoscqpy thrusts until airwa'
. . - T A cleared or patient
Consider contacting medical qontrqr= neiqer loses consciousne:
if patient has*strldor or whegges intubation
Transport
Continue/
' mandTat_eTrz;ngp}ort resume CPH
——»  to the closest « |
|__appropriate ED
NOTES:

e Abdominal thrusts are no longeatied in unconscious patients.
If unable to clear patient's airway, continue attempts to remove/ventilatenadteegin
transport to the closest most appropriate ED.
Combitube insertion is not indicated in respiratory distress secondasjrtccaomay ob
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Initiated: 5/22/98 MILWAUKEE COUNTY E| Approved by: Ronald Pirrallo, MD,
Reviewed/revise2{13/08 MEDICAL PROTOCOL| Signature:

Revision5 ALLERGIC REACTION| Page 1 of 1

History: Signs/Symptoms: Working Assessment:
Known allergy Hives, itching, flushing Anaphylaxis

New medicatio Anxiety, restlessness Asthma

Insect sting/bite

History of allergic reactions

Listen for history of:
Hypertension, coronary al

disease or current pregna

Shortness of breath, wheezing, str

Chest tightness
Hypotension/stoc
Swelling/edema

Shock

Confirm MED

(Routine medical care for all paients

Attempt to ID allergen
route into body

and

v

Limit spread of allergen

Ice on site except snake

"

4-lead monitor

.

Limit physical activit

Hypotensive (SBP< 90
or age appropriate)

Yes

______

Age >2
Ye N_i
Epi within |Contact medi{:al
e [_ control

No

unit
| been dispatchedr?<a§e @
l____i_.___l
| Contact medical coptrol

| for all medical ordars

| ‘Epinephrine 1:1000 SubQ, IM or autoinjector:

Notes:

0.15 mg if 2 - 7 years(6ld20 kg) !
0.3 mg_i#8 and <60 years old (> 21 ki)

Consider diphenhydrangine

IpLs!
Lo

25-50mg IV or IM
Peds <20 kg : 1 mg/kp
Y

Consider Albuterol i
wheezing

| -
| improvement |

______ -
Transport to closest,
appropriate hospital

IV fluid resuscitation should be initiated for all hypotensive patients.

There are NO absolute contraindications to epinephrine adminisineadanmbafemergencies.

Consult aline medical control.

BLS units must confirm that a MED unit is en route before contacting medical control for administre

medication(s).

A physician's order is required for BLS units before administration of epinephrine.
A MED unit musdnsport any patient receiving epinephrine Ed¢gdministered) or

diphenhydramine.
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Initiated: 9/21/90

MILWAUKEE COUNTY EMS

Approved by: Ronald Pirrallo, MD, MHSA

History of recent trauma
Presence of medical aleri

Abdominal pain, Kussmaul respirations, warm & dry
skin, frty breath odor, dehydration (diabetic ketoacic

Reviewed/revised: 10/10/07 MEDICAL PROTOCOL | Signature:
Revision: 13 ALTERED LEVEL OF Page 1 of 1
CONSCIOUSNESS
History: Signs/Symptoms: Working Assessment:
History of seizure disordg Unresponsive Altered LOC
Known diabetic Bizarre behavior Insulin shock
History of substance abug Cool, diaphoretic skin (hypoglycemia) Hypoglycemia

Diabetic ketoacidosis
Overdose

Administer 0.1 mgkg
Narcan IV or IM

iYe Nol

Routine medical care for all patignts

r—
—

Ye tablish blood sugar lebel

Administer 0.5 - 2
Narcan IV or IM

Yes

No

"Establish blood sﬂgg level
after 3 minutes |

[ Adriniser 1mg ghicag

" Establish blood sudar
_level after 10 minutes

No

Yes

dilute 1:1 with DSW

I Administer 5

00 mg/kg dextrofe IV [Aomster 25 g dexiod IV

| Establish blood sugar level after 3 rjinutes

| Establish blood sugar level after 3 miputes

Yes
Y

Blood sugar

Yes <80 mg%?2

Administer 500 mg/kg dextroge IV
dilute 1:1 with D5W

NOTES:

. AEIOUrIPSV = A alcohol, airway, arreseilepsy, electrolytes, endocrimsulinQ - overdose, oxygen depletion,
opiates; YUremia/chronic organ failurgalima, tumors, temperatuiefdction; Ppsychiatric, pseudoseizures; S

| Administer 0.5 - 2 mg Narcan IV or IM (if not alrehdy|dong

Still has
Itered LOC? No
Yes

| Consider second dose of 0.5 - 2 mg Narcan Jv or IM

| Consider ammonia inhalant after all thedical |

BLS !
L__ _I

[ ~s |

o

Contact medical control if patient pas
abnormal vital signs, arrhythmi

Syncope, shock, stroke, sickle cell crisascular/lack of blood flow

. Ifthe patient isspected of being unconscious due to a narcotic overdose, restraining the patient may be considered bef

administering Narcan.

. Patients with a blood sugar in excess of 400 mg% and/or with signs/symptoms of diabetic ketoacidosis (Kussmaul
respirations, deiration, abdominal pain, altered LOC) must be monitored and transported by the ALS unit.
., Al2ead ECG should be obtained for all diabetic patients with atypical chest pain or abdominal pain or other symptom:

may be consistent with atypical preseonfaingina or acute myocardial infarction.

., BLS personnel may assist in patient prescribed IM administration of 1mg glucagon if IV access is not available.

24

Attempt to establish cause (AEIOU-TIFPS»V)

Blood sugai
of 0.52 mg Ye Py No
Narcan IV or | <80 mg%
Ye Patient cooperative Blood sugal
& able to swallow? > 400 mg%

No

ALS transport |
Ye: IV established? Unable; monitoring statys
T Adminster 1ma glucags

Yes

Contact medical confrol

Any signs of DKA?

No

Attempt to establig
cause of LOC

h

Refer to approptriate prof

es




Initiated: 12/10/82

MILWAUKEE COUNTY EMS

Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 2/6/06 MEDICAL PROTOCOL | Signature:

Revision: 19 ANGINA/MI Page 1 of 1

History: Signs/Symptoms: Working Assessment
History of cardiac problemssbypath, stent, CH Chest, jaw, left arm, epigastric pain | Angina/MI
Hypertension Nausea

Diabetes Diaphoresis

Positive family history Shortness of breath

Smoker Acute fatigue/ Geneealiweakness

Cocaine use within last 24 hours
Available nitroglycerine prescribed for patient

Syncope
Palpitations

Abnormal rhythm strip: ectopy, BBB,
onset atrial fibrillation

Routine medical care for all p}tients

} Confirm patient has no allergy to aspirin; is not currehtly taking

| blood thinners (Coumadin, Heparin); does not have a bleeding
L disorder, confirmed or suspected Gl bleed, ulcer OH‘ asthma

} If patient took less than

I 325mg, admlnlsteﬁ
| difference up to 325 mg

Administer NTG I
k2
I Obtain & transmit 12 lead FCG

Contact medical contri
(If patient hasn't taken Viag§e
Viagra-like med within last
hours and SBP > 100, admi
4th NTG while waiting for

12 lead = AMI;
symptomatic 2nd/3rd degree bloek;
ignificant vent. ectep

} Monitor patient and
L» provide usual care upti
' ALS unit arrives |

Yes—

No

Y

Repeat NTG g 3 min for total of 3doses T
if pt c/o pain and has SBP > 140

Continue NTG and trans
to closest appropriate hospital

Notes:

B

BLS units must confirm that a MED unit is en route before administering medications. Thens[iDt paitientst t
who receive or have taken their own aspirin or NTG within the last 2 hours.
A 12lead ECG should be done on all patients with a working assessment of Angina/Ml, even if pain free.
A 12lead ECG should be done as soon as possiblatafesttiestarted.
I f the patient sy mpt o mdeadhE€@ and domtieur NTIGeVeiy 8 mieutes umtil the
patient is pain free.
An 1V line should be established before, or as soon as possible, after administering NTG.
If a mtient experiences sudden hypotension (SBP < 90 mm Hg) after administration of NTG, begin administration of a &
Normal Saline fluid bolus and contact medical control.

25
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Initiated: 3/7/00 MILWAUKEE COUNTY EM Approved by: Ronald Pirrallo, MD,

Reviewed/revised: 10/1{ MEDICAL PROTOCOL | Signature:

Revision: 3 AORTIC RUPTURE/DISSEC]| Page 1 of 1

History: Signs/Symptoms: Working Assessment:
History of hypersam Abdominal or back pain Abdominal aortic
History of arteriosclerog Pulsating mass in abdomen aneurysm/ dissection
Elderly male "Ripping", "tearing", "sharp" pain

Unequal pulses in left and right pedal pulse
Hyperor hypotension
Chest gin Thoracic aortic aneurys
"Ripping", "tearing", "sharp" pain dissection
Distended neck veins (JVD)
Unequal pulses in left and right radial pulsg
Narrow pulse pressure

Different blood pressures in left and right a
Hyperor hypotension

Routine medical care
for all patients

v

<« NO— Hypotensive?

Inititate large bore IV

run TKO
‘ - __
|I————- ; ————— 1 Yes :_ _BL_S_:
| Consider applying PASG —_—
i Initiate large bore IV ALS
___________ run wide open
v

——_—————— — e — — — — — ——— =

Consider inflating abdominal !
and leg portions of PAGG
abdominal aneurysm/dissection only

.

4~ ———
Expedite transport to the
closest appropriate faclity

NOTES:
e PASG is contraindicated in thoracic aneurysm/dissection.
¢ Rapid transport to the closest appropriate facility is mandatory for all suspected aortic aneurysn
and dissections. These patients may need immediate surgery.
e Aorti@aneurysms occur most often in elderly males with a history of hypertension and/or
arteriosclerosis.
e Thoracic aortic aneurysms may have signs and symptoms of stroke or myocardial infarction.
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Initiated: 10/13/04 MILWAUKEE COUNTY EM

Approved by: Ronald Pirrallo, MD, MH

Reviewed/revised: MEDICAL PROTOCOL | Signature:
Revision: APPARENT LIFE THREATEN Page 1 of 1

EVENT (ALTE)
History Signs/Symptoms Working Assessment
Respiratory infection May be asymptomatic at time of asses| Apparent Life Threaten
Gl reflux Event (ALTE)
Seizure

Premature birth

Drug exposure

Shaken baby syndrome (child abus
Cardiac arrhythmia

Caregiver reporsiysigns/symptoms of AL TE:
- skin color change (pale, cyanotic, blue)
- Decreased muscle tone (floppy)
- Any episode of apnea regardless of duration
- Baby required vigorous stimulation to arouse
- Bystander administered CPR

Patient is <

1st Responde
BLS or ALS

Ye

days old?

No

Patient symptomatic
OR with abnormal age
appropriate vital signs™

: Provide age |
| appropriate care

—_—— e — — — —

26.1

—_——— . _ " - =4

-

: Determine blood sugar Iq"
L

—_——— e e —— —

}

Monitor EC(

I

Monitor pulse dx

I

\"K4

Contact medical conjfrol

as necessary

I

Provide age
appropriate ca
Y

Transport




Initiated: 11/73 MILWAUKEE COUNTY EM{ Approved by: Ronald Pirrallo, MD, M
Reviewed/revised: 6/1/0 MEDICAL PROTOCOL | Signature:
Revision 19 ASYSTOLE Page 1 of 1
Universal care for patients
in cardiac arrest
v
Patient in Asystole in all 3 leads
v
Search for & treat identified
T are |l reversible causes
BLS
LI VY _ -
[
ALS | Intubate :
—_ — _+_ —_——
Connect and record ET CpP2
Yes Patient <8 No Patient <16 Yes—»{ Establish |
2
No Establish 10 after 1
minute of unsuccesgfl
Establish | Establish | IV attempts
X 2
Establish IO after 1 Establish 1O after 3
minute of unsuccessful IV attegnpts minutes of unsuccessful IV attgmpts

Y v
1:10,000 Epinephrine 1V/10 (0.01ng/kg) 1.0 mg Epinephrine |
1:1000 Epinephrine ET (0.1mg/ig) every 3 - 5 minuteq
every 3 minutes v

1.0 mg Atropine IV/IO
every 3 - 5 minutes unl
/kg

/10

maximum dose of 0.04
y

Contact medical conlrol

NOTES:
Potentially reversible causes of asystolgp@|dmia, pneumothorax, tamponade,

hypothermia, hypoxia, acidosis, hyper/hypokalemia, PE, coronary thrombosis.
When unable to establish an 1V, epinephrine and atropine are to be administered via ETT at 2.C
doses.
The maximum total dose of atropid isg/kg.
For pediatric patients:
Atropine is not indicated in patients less than 8 years old.
High dose epinephrine is not indicated in pediatric patients with IV/IO access.
High dose epinephrine is only indicated when administered via ETT.
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Initiated: 9/92 MILWAUKEE COUNTY EN Approved by: Ronald Pirrallo, MD,

Reviewed/revised: 10/1C MEDICAL PROTOCOL | Signature:

Revision: 7 BURNS Page 1 of 1

History: Signs/Symptoms: Working Assessment:

Type of burn: thermal, electricg Burn, pain, swelling 1stdegree red and painful
chemical, radiation Dizziness/ loss of consciousng 2nddegree (partial thickneg

Inhalation injury Hypotension/shock blistering

Confined space Airway compromise/distress | 3ddegree (full thickness)

Associated trauma Singed facial or nasal hair painless and charred or

Loss of consciousness Hoarseness leathefike appearance

Soot in airway passages

CRoutine medical care for all p@ients

v
‘ Stop the burning proc%ss

Evidence 0
inhalation injury?

|_C0n5|der |ntubat|431Ye

I BLS ! No
L___I v
Remove clothing, jewelry and any constricting Hpe
ALS
‘ Determine cause of bqrn
_________ Y .
:_Determine extent of burn using Rulé of 9s
_______________ ml

Consider morphine 0.1 mg/kg IV, IM
(one dose only; maximum dose 2

=

Consider morphine 2 mg IV, IM, or SQ for pain (a|
of four - 2 mg dose may be administered if nesg

()

—_———— —

| Apply sterilbYe
!_dry dressings

ore than 1
total body surface ar

burned? ~ o2 Z2Z272°0
Patient le
YfS han 8 years? NVO No N
Transport tp Transport tp Batient & : vc\ptpcli)r/ steirr|1|el
CHOW burn centej han 8 years? _ et aressings
Yes '\i_o
I Transport tp | Transport tb
L _CHOW _| | burn cente
| Transport tb |r Transport to :
!_ CHOW | lappropriate facility

NOTES:
e Burn patients who also sustained major/muttiplentratibe transported to the Trauma Center.
e Patients who suffered electrical injury must have continuous ECG monitoring en rout to the hos
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Initiated: 11/73 MILWAUKEE COUNTY EMY Approved by: Ronald Pirrallo, MD, MH}

Reviewed/revised: 10/1( MEDICAL PROTOCOL Signature:

Revision: 22 CARDIAC ARREST Page 1 of 1

Establish unresponsiveness; confirm apsence
" BLs ! of pulse and respirations
L_—__1 v

ALS Start CPR, search for probable etiology

of cardiac arrest
SIDS Medical/cardiac

Trauma - apply traui Hypothermia - appl
protocol hypothermia protocol

Look for physiologic Resum : Hypovolemia

cause, i.e. hypot'hernﬂay attempted? No . Hypoxia
hypoglycemia . Acidosis
: Hyperkalemia
Yes .

v Hypoglycemia
Apply appropriate resuscitation protocol : Hypothermia
(based on presenting rhythm) : Toxins

Contact medical control Tamponade

: Pneumothorax
vy _ . MI
Notify medical examiper, - PE
Yes
A 4 X N Yes
Stabilize and trans;'ort Continue resuscitafion {
| Arrange transport of !~ Consider transport tq
I the deceased | | Medical Examiner's Office

NOTES:
BLS shall be started on all patieatsliac arrest with the exception of victims with: decapitation; rigor
mortis; evidence of tissue decomposition; dependent lividity; presencélofResalidiiaoe order.

Medical control is to be consul@tresuscitation attempts unless RO&IDIts with SBP > 90 and no
ectopy.

An ALS resuscitation attempt requires an order from medical control to terminate the attempt, regardles:
the circumstances. The paramedic team must continue the resuscitation attempt begun layth a defibrilla
an EMD unit from the point in the protocol where-ih¢eBMTransfers patient care to the ALS team

and must contact medical control.

Medical control is to be consulted on all questionable resuscitations. CPR and ALS procedures will neit
wihheld nor delayed while the decision regarding resuscitation is made.

Routine use of Amiodarone or lidocaine after successful defibrillation is not indicated.

For the suspected hypothermic patient in cardiac arrest, transport immediatelgeattre Tirthena
patient is in Vfib, defibrillate once at 120 joules (2 joules/kg or patients less than 8 years old). Resuscits
must be attempted in traumatic cardiac arrests if the patient is in Vfib (defibrillate at 120 joules once and
transport) drthe patient has a narrow QRS complex, regardless of the rate.
For SIDS patients consider possible physiologic causes: Ryymtinetimidaby; hypoglyceatiack
blood sugar and contact medical control.
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Initiated: 9/92 MILWAUKEE COUNTY EN Approved by: Ronald Pirrallo, MD,

Reviewed/revised: 5/16/ MEDICAL PROTOCOL | Signature:

Revision: 4 CEREBROVASCULAR | Page 1 of 1

ACCIDENT/ TRANSIENT ISCHEMIC ATTACK (CVA/TIA)

History: Signs/Symptoms: Waking Assessment:
High blood pressure Unilateral paralysis or weaknel CVA or TIA
Cigarette smoking Numbness, weakness
History of CVA or TIAs Facial droop Consider other causes
Heart Disease Languge disturbance Hypoglycemia
Diabetes mellitus Visual disturbance Seizure disorder
Atrial fibrillation Monocular blindness Trauma
Medications (anticoagulant{ Vertigo Ingestion
Positive family history Headache

Seizures

Routine medical car
for all patients

Establish and document
onset of symptoms
v
Test for and report Cincinnati Stroke Scale results:
. Unilateral arm weakness (arm drift)
I BLS ! Unilateral facial muscle weakness (smile test
(Ep—— Speech impairment ("The lake is blue in Milwaukee")

ALS v
Establish blood suga

Patient require
ALS intervention?

Yes

¥

Obtain IV access as ne¢ded

y
Monitor ECG as needI&d

y
Contact medical contrg as
needed

y

Expedite transport

NOTES:

e Report to receiving hospital should includegmasiggative results for Cincinnati Stroke Scale,
addressing all three areas. Take precautions to avoid accidental injury to paralyzed extremities
during patient movement.

o |If time of symptom onset is well established as less than tiotaéduauns timehould be
less than ten minuteBatients may be candidates for aggressive stroke intervention treatments.

2-10



Initiated: 5/14/03 MILWAUKEE COUNTY EM Approved by: Ronald Pirrallo, MD, MH
Reviewed/revisesl21/08 MEDICAL PROTOCOL | Signature:

Revision2 CHEMICAL EXPOSURE | Page 1 of 1

History Signs/Symptoms Working Assessment

Known chemical exposure
Multife patients with similal
symptoms (e.g. seizures]

Salivation (drooling)
Lacrimation (tearing)

Urination

Defecation (diarrhea)
Generalized twitching/seizures
Emesis (vomiting)

Mosis (pinpoint pupils)

Exposure to nerve agents or
organophosphatesy( insecticides)

This is intended to be used only in cases of possible exposure to nerve agents or other organophosph

(e.g. insecticides).

!“Administer DuoDote kit:

| Atropine 2.1 mg IM¢—————Yes
| 2-PAM 600 mg IM|

@ Y 7 N

—_———_—_-Y
Administer up to 2I care
| additional DuoDote kits

@i%ws;»
|

No
h 4

‘ Scene safety/universal precau’tions

Refer to Mass Casualty Tria;e
standard of care, if applicable

‘ Remove patient from contaminated‘ scene

‘ Remove clothing and decontarﬁinate

(Refer to S.T.A.R.T. Triage standardjazf care

Yes Patient ha No
symptoms?

Monitor for symptoms

‘ Treat and transport as nece#sary

Yes ;
Able to speak-in
ull sentence
Dlazepam AutoinjectorfiM

or Mldazolam 4mgIVdiIM Blisters, red skin;
red burning eyes?
S
Yes
Treat as bur)

Ye!

No

l 02 100% NR! >
| Albuterol 2.5 mg HHN

| Repeat as needed,|

difficulty breathing witl
rhinorrhea?

Provice supportiye

Repeat atropine 2 fng F———Yr |
IV/IM every 5 minufes———» Transport |
toatotalof20mg = 0———-———-——

NOTES:

o If symptoms of SLUDGEM appear, the first step is to removedhetpatisorittminated area as
quickly as possible. This is often the only treatment needed.
If vapor exposure alone, no need for skin decontamination.

e Administration of atromriedicated only if there is an increasing difficulty breathingsfieakility to
in full sentences) and rhinorrhea. If miosis alone, do nobaamiméster

¢ A total of thré&uoDot&its may be administered to a single patient.

¢ Premature administration dto®ot&it poses a higher risk of death due to atidyced|
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Initiated: 5/10/00 MILWAUKEE COUNTY EI Approved by: Ronald Pirrallo, MD,
Reviewed/revised: 6/1/05 MEDICAL PROTOCOL | Signature:
Revision: 4 DO NOT RESUSCITATE Page 1 of 1

ORDERS

Establish unresponsiveness; cor
absence of pulse and respiratiol

' BLS'

Is patient wearinga

ALsy}y - ____ _______

No

—_——_— e e e ——

Does patient have
written DNR order*

I Begin resuscitation attempt for all
| questionable DNR situations.

_______ s S

Consult medical control for afy
gquestionable resuscitation attejnpts

No—

NOTES:
A met al Nacedeyuialifies asla ®XR ooder ffor all EMS providers
A patientds guardian may override the DNR
and consult medical control for further orders.

EMS providers may not accept verbal orders fedengopsician who is not physically present

at the scene. Input from the private physician is welcomed, but should be communicated direct

medical control. The EMS team should facilitate the communication between those physicians.
An orscene physai accepting responsibility for the care of the patient must write, sign and date
"DaeNotResuscitate” order on the EMS run report.

Modification of or withholding medical care based on a "Living Will" or "Medical/Health Care Po
of Attorney" or otdecument must be approved by medical control. Appropriate medical care wil
be provided to the patient while a direct order from medical control is obtained.
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Initiated: 9/92 MILWAUKEE COUNTY EN Approved by: Ronald Pirrallo, MD,

Reviewed/revised: 10/1C MEDICAL PROTOCOL | Signature:

Revision: 4 DROWNING Page 1 of 1

History: Signs/Symptoms: Working Assessment:

Patient found submerged in wé Altere level of consciousnes¢ Drowning
Vomiting/aspiration
Possible-spine injury
Possible hypothermia
Possible cardiac arrest

| BLS
[

| Rescue patient safely

ALS I Consider c-spine precautions

Move to warm environment

v

Routine medical care
for all patients

Treat patient as medidgal

cardiac arrest N L
Yes
e bted
| Defibrillate onge I Minimize heat loss from the pati
| ifindicated | L —— y—————— -
k% Obtain IV accesp

Rapid transport t
Trauma Center

y
Contact medical control jor
necessary orders

Y
Transport

NOTES:
e Estimate the time of submersion.
e Note the type of water involved, i.e. bathtubgeppol|uéd, etc.
e Estimate the temperature of the water.
e Resuscitation should not be terminated until patient is adequately rewarmed.
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Initiated: 9/94 MILWAUKEE COUNTY EN Approved by: Ronald Pirrallo, MD,

Reviewed/revised: 5/10) MEDICAL PROTOCOL | Signature:

Revision: 2 GASTROINTESTINAL/ | Page 1 of 1

ABDOMINAL COMPLAINTS

History: Signs/Symptoms: Working Assessment:
History foabdominal problems: | Pain Abdominal pain
Ulcers, hiatal hernia, surgery | Nausea, vomiting Gl bleed
Renal, liver, pancreatic, gall bla Diarrhea Acute abdomen

disease Changenielimination patte| Organ disease
Onset, duration, severity, radiat Guarding, rigidity

of pain Hematemesis, melena Consider other causes:
Character of pain: crampy, shai Distention Acute MI

dull, constant Abdominal aneurysm
Last meal Ectopic pregnhancy

Diabetic ketoacidosis

Routine medical car

for all patients
(Refer to trauma pro@ewes
Gefer to chest pain p@{vﬂﬂs

Obtain IV accel;nyes
v
Consider IV bolus

v
Consider AAA Yes—p] Determine blood supar
v v

Consider Gl bleed Assess for signs of DKA

Traumatic
origin?

I LS !
L__ |

ALS

v y
Consider ectopic pregn Obtain IV access as necegs
2 Y
Consider transportfto No Contact medical cogtrol
Trauma Center r—— =%t ——— as necessary
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Initiated: 9/92 MILWAUKEE COUNTY EN Approved by: Ronald Pirrallo, MD,

Reviewed/revised: 5/10) MEDICAL PROTOCOL | Signature:

Revision: 2 HANGING Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Patient found hanging Altered level odnsciousnesg Hanging

Possible-spine injury
Possible cardiac arrest
Respiratory distress

Rescue safely

’_C__._i__—t.—l
| C-spine precautions -
SR e | BLS !
Routine medical car
for all patients ALS

Begin CPFF Yes

-2 -

I Treat as medical arrelst No

Yes s No
r b

IEstainsh IV as neeljed I Transport:

* — e o — —_ =
Contact medical co'trol

ardiorespira
arrest?

-
I
[

as needed
L2

I Trans portl

NOTES:

e A patient in cardiorespiratory arrest is to be treated as a medical arrest and resuscitation is to b
attempted at the scene

e Attempt to determine and document accidental versus intentional injury, history of substance at
and history of prior suicide attempts.

e Attempt to determine length of time patient was hanging.
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Initiated: 9/94 MILWAUKEE COUNTY EN Approved by: Ronald Pirrallo, MD,
Reviewed/revised: 5/10) MEDICAL PROTOCOL | Signature:
Revision: 1 HEAT RELATED ILLNES| Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Exposure to increased aratpres | Altered level of consciousng Heat cramps
and/or humidity Hot, dry or sweaty skin Heat exhaustion
Physical exertion Hypotension or shock Heat stroke
Decreased fluid intake Seizures
Patient taking antidepressants o Nausea/vomiting
antipsychotic medications Fatigue
Patient agevery young or elderly| Muscle cramping
Routine medical car I BLS !
< for all patients } L——-!
2

ALS

Move to cool environment

v

Remov e clothing

—_— -

y
Contact medi(;tl

control as needed
T Transport

Transport

NOTES:
e The following patients are more prone to heat related illnesses:
o Very young and elderly patients;
o Patients on antidepressants, antipsyokdtications, or patients who have ingested
alcohol.
e Cocaine, amphetamines, and salicylates may elevate body temperature.
e Heat crampsonsist of benign muscle cramping due to dehydration and are not associated with
elevated core temperature.
e Heat exhausgin consists of dehydration, dizziness, fever, mental status changes, headache,
cramping, nausea and vomiting. Patients are usually tachycardic, hypotensive and hypertherm
e Heat strokeonsists of dehydration, tachycardia, hypotension, tempqgai4@C104
Patients with heat stroke generally lose the ability to sweat.
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